Background: Social interactions in long-term care settings between staff and residents with dementia have been characterized as task-oriented, patronizing, and/or overly directive. Long-term care settings can be contexts that emphasize dependency and threaten the personal identity of older residents. Yet, leaders in the long-term care sector have acknowledged recently that dementia care must move beyond the completion of caregiving tasks and adopt a person-centered approach. This approach involves caregivers incorporating a resident's life history and preferences during interactions. The objectives of this study were to examine the extent to which staff-resident communication is person-centered and the extent to which staff miss opportunities to communicate with residents in a person-centered manner.
Introduction
Social interactions in long-term care settings between staff and residents with dementia have been characterized as task-oriented, patronizing, and/or overly directive (Ward et al., 2008; Williams et al., 2009; Vasse et al., 2010) . Staff-resident interactions can be infrequent, short, and fragmented (Ekman et al., 1991; Kolanowski et al., 2006) . Such interactions can result from tightly regulated caregiving schedules. Staff members in longterm care facilities, especially front-line staff, are expected to complete large volumes of work in short periods of time. Front-line staff may not see the practical advantages of effective communication as a useful mechanism to complete their workload more efficiently or as a means to fulfill a resident's psychosocial needs. However, meaningful staffresident conversation can lead to decreases in disruptive behaviors among residents, particularly for those with dementia, which in turn may translate into less time spent by staff redirecting or calming agitated residents (Ashburner et al., 2004; CarpiacClaver and Levy-Storms, 2007; Stein-Parbury et al., 2012) .
Previous studies demonstrated that there are considerably fewer interactions between staff and residents with dementia versus staff interactions with residents without dementia (Kitwood and Bredin, 1992; Ward et al., 1992; Acton et al., 2007; Ward et al., 2008) . For example, residents with dementia were left alone for approximately 75% of the time; the more confused residents remained inactive for nearly 85% of the time (Hallberg et al., 1990 ). The differences in the level of interaction for residents with dementia versus those without dementia can be attributed to staff perceptions that residents lack awareness. Furthermore, conversations between social partners and persons with dementia appear to lack mutuality (Hamilton, 1994) ; that is, conversations are perceived to be one-sided. Thus, staff may not see the need to maintain any sort of interaction because they assume that their communication has minimal, if any, impact on or usefulness for the resident. Raters of such aberrant staff-resident interactions can excuse the style because of staff members' perceived lack of awareness (Shakespeare, 1998) . Additionally, many staff do not have formalized education and training in person-centered care even though there has been a recent emphasis toward person-centered approaches in long-term care settings. Despite impairments in cognitive and communicative abilities, persons with dementia retain the need for meaningful social interaction (Williams et al., 2003) . This need can be addressed with communication that supports their identity and preferences. Person-centered care incorporates life history, values, and personal preferences of individuals with dementia and moves away from the "us versus them" mentality (Kitwood, 1997) . The focus is on the intersubjectivity between conversation partners and the formation of rewarding relationships through conversation and caregiving in general (Kitwood and Bredin, 1992) .
Persons with dementia look to their caregiver for cues on how to react and how to perceive themselves (Langdon et al., 2007) . This puts a greater responsibility on caregivers to communicate in ways that promote personhood, well-being, and respect. However, this greater responsibility for staff need not be viewed as labor intensive (Kitwood, 1997) . If caregiving is focused on the person rather than on the disease, communicative interactions are more likely to be enhanced (Ryan et al., 1995) . Indeed, long-term care staff members who incorporated person-centered communication strategies in their conversations with individuals with dementia were rated as more affirming, competent, helpful, and satisfied with the conversation than staff who used directive language (Savundranayagam et al., 2007) .
The existing literature on staff use of personcentered communication with residents with dementia has focused on reducing patronizing communication or "elderspeak" (Williams et al., 2005; Williams et al., 2009; Passalacqua and Harwood, 2012) . Reducing elderspeak is indeed an important component to person-centered communication. However, more direct approaches to increasing person-centered communication are needed. Other researchers who directly addressed person-centered communication in nursing homes have analyzed conversations between a single resident with dementia and experienced communicators who were not nursing home staff (Ryan et al., 2005) . Findings from such studies have provided examples of the types of communication to avoid and the types of communication strategies to use more frequently. For example, staff should avoid using collective pronouns (e.g. "we are going to take a bath") and diminutives (e.g. "silly girl"; Williams et al., 2003) but increase their use of open-ended questions that tap into autobiographical memory (Santo Pietro and Ostuni, 2003; Ryan et al., 2005) .
Although the long-term care sector acknowledges the importance of person-centered care, little is known about the extent to which staff communication is indeed personcentered. Accordingly, the current study had two objectives. The first objective was to assess whether staff-resident interactions during routine caregiving tasks were person-centered. 
Methods

Participants and procedure
Conversations (N = 46) involving 13 staff-resident dyads were audio-recorded in a nursing home located in a large metropolitan city in USA. The recordings were collected during routine care tasks (e.g. assisting with activities of daily living and getting residents ready for breakfast) at four occasions over a 12-week period. Eight of the staff-resident dyads were audio-recorded during the morning shift and the remaining five dyads were recorded during the night shift. Thirty-five percent of the recordings were with residents with middle clinical stage Alzheimer's disease (AD). Their MiniMental State Examination (MMSE; Folstein et al., 1975) scores ranged from 12 to 18 out of 30. The remaining 65% of recordings were with residents in late stage AD who had MMSE scores ranging from 0 to 11. All staff participants were female except for one. All but two residents were female. All participants (or their legal guardians) provided written consent. The study was approved by the requisite Human Research Ethics Board.
Data analyses
Conversations between staff and residents with AD were transcribed orthographically and segmented into utterances. Utterances made by staff were coded by trained research assistants for personcentered communication and missed opportunities. A coding system of personhood indicators was developed from Kitwood's list of categories of positive person work or interaction (Kitwood, 1997) . Four indicators that were the most relevant to conversations were chosen from this list including recognition, negotiation, facilitation, and validation. Recognition involves acknowledging a resident as a person, calling him/her by name, and affirming him/her uniquely (e.g. greeting, listening, direct eye contact) by incorporating his/her life story in conversations. Negotiation involves being consulted about one's preferences, desires, and needs. Facilitation enables a person to do what s/he would not be able to do by providing the missing parts of the action. Facilitation also enables the initiation of an interaction, an opportunity to amplify this interaction, and a way to help the person gradually fill it with meaning. Finally, validation involves acknowledging the reality of a person's emotions or feelings, and responding on a feeling level. Definitions and examples of each of the four categories are provided in the Appendix.
Missed opportunities for person-centered communication also were coded. Missed opportunities were defined as instances where one of the four person-centered communication strategies could have been used to preserve and/or enhance a resident's sense of self. Missed opportunities were not part of the original transcripts but were inserted to identify when person-centered utterances could have been used. Both the form and function of missed opportunities for person-centered communication were analyzed to investigate when they occurred (i.e. whether they happened in isolation or within a specific sequence) and the roles they would have played in the conversation if they occurred.
Two trained researchers were involved in coding the data. Agreement analysis was performed on 20% of the transcripts. Two transcripts from times 1, 2, and 3 and three transcripts from time 4 were selected to reflect the average number of staff utterances for all transcripts. The average number of staff utterances per transcript was 124 for all 46 conversations. The average number of staff utterances per transcript was 130 for the nine transcripts used to the agreement analysis.
Agreement analysis was performed using the following calculation: total number of agreements divided by the total number of agreements and disagreements. The occurrence agreement was 91% for recognition and 92% for negotiation. The occurrence agreement was 84% for facilitation and 85% for validation. The occurrence agreement for missed opportunities was 82%. Occurrence agreements for missed opportunities for each type of person-centered code were not tabulated because any one of those codes could have been used to signify the nature of the missed opportunity.
Results
The average proportions of staff utterances that were person-centered and the missed opportunities of person-centered communication did not vary by time (see Figure 1 ). This suggests that staff communication in the current sample was stable and the recordings provided baseline information on staff communication during routine care tasks. In Example 1, the staff member recognized that the resident has a daughter and that the daughter often visits during the weekend. Note that the staff member did not merely inquire about any person visiting but rather focused on the resident's daughter. The two utterances coded as recognition illustrate that the staff member is aware of the resident's family background and is able to relate to the resident on a personal level while simultaneously performing care tasks and fulfilling her job obligations.
Person-centered utterances
Example 1 Staff:
Has your daughter been here today?
[Recognition] Resident: Ahh no. 
Staff:
She comes on the weekend, don't she?
[Recognition] Resident: Just the weekend.
N E G O T I A T I O N
Negotiation involves consulting a resident about his/her preferences, desires, and needs. This strategy is particularly useful with persons in the later stage of dementia, where they may not be able to communicate verbally their needs or their understanding. In Example 2, offering a choice gave the resident an opportunity to maintain control while simultaneously acknowledging that the resident's preferences were important. Moreover, In terms of function, the missed opportunities were categorized as (a) person-centered alternatives to original staff utterances, and (b) omissions, where a person-centered utterance could have been used during a conversation but was not present (see Table 1 ). Omissions are situations when a resident said something but the staff person ignored and/or moved onto the next topic instead of uttering a person-centered statement. It is important to reiterate that the utterances coded as missed opportunities in all examples were not in the original transcripts and include suggested personcentered strategies that staff could have used. The missed opportunities could be addressed with any of the four person-centered strategies discussed in the previous section (i.e. recognition, negotiation, facilitation, and validation). Forty percent of all occurrences of missed opportunities were categorized as person-centered alternatives to existing utterances. The following two examples illustrate missed opportunities categorized as person-centered alternatives and occurring both in isolation (Example 6) and within a specific sequence where the missed opportunity followed a person-centered utterance (Example 7).
Example 6 illustrates the resident's resistance to care when the staff person communicates in a directive manner (e.g. "let's get you a shave goin here" and "yeah we gotta shave yo"). The use of the collective pronouns such as "we" is patronizing when the care task is not collaborative or when the staff person did not intend the task to be collaborative, as is the case in Example 6. The utterance, "yeah we gotta shave yo," is a missed opportunity for person-centered communication (e.g. negotiation). An alternative to that utterance is listed below, in the form of negotiation. In Example 7, the staff person affirmed the resident's arthritic pain using validation and attempted to determine whether the pillow alleviated the resident's pain (e.g. "oh it didn't help, huh?"). However, the conversation shifted and became directive. Instead, the staff could have asked the resident what could be done to ease her pain and discomfort. Missed opportunities that functioned as omissions were the most common and found in the remaining 60% of occurrences of missed opportunities. Among missed opportunities coded as omissions, the missed opportunities that occurred on their own contained the fewest occurrences of missed opportunities (see Table 1 ). Example 8 shows that the staff person failed to acknowledge the resident's expressions of pain. In contrast, the most occurrences of missed opportunities, which were coded as omissions, were found in excerpts with sequences where person-centered utterances were followed closely by missed opportunities for person-centered communication (see Example 9). Example 9 shows that the staff person was capable of communicating in a person-centered manner but did not sustain that type of interaction. 
Missed opportunities for person-centered utterances: context of occurrences
The purpose of identifying missed opportunities was to identify contextual cues that can help staff remember to use each of the four indicators of person-centered communication while they are helping residents with activities of daily living. One of the common missed opportunities for recognition occurred when staff began and ended their interactions. As illustrated in Example 10, not all staff took the opportunity to address the resident by name when greeting and when leaving the resident. Calling a person by name reinforces the self. [Negotiation, Person-centered alternative] At the beginning of Example 11, the staff person was person-centered. She recognized the resident by calling him by name. She validated him with compliments (e.g. "look sophisticated") and affirmations (e.g. "my buddy"). However, the momentum of her person-centered utterances was dampened by her instruction to comb his hair. Instead, the staff person could have negotiated by asking if the resident would like to comb his hair. The missed opportunity, in Example 11, serves as an alternative to the existing "comb your hair" utterance.
Another common missed opportunity for negotiation during routine care tasks involved providing specific information about what the staff person was going to do next. Often, a staff person would say "I'm gonna take your shirt off, okay?"
The staff person checked for permission after telling a resident what s/he was going to do instead of initially asking or negotiating with the resident. Instead, the staff person could have asked, "Is it okay to take off your shirt?" Asking for permission prior to performing an action is especially important if the action puts the resident in a potentially uncomfortable, vulnerable, or intimate situation.
Missed opportunities for facilitation were found in three contexts. First, missed opportunities were observed when a resident was confused about what the staff person said and/or confused about his/her environment. In Example 12, the resident was confused about her own name. By stating "how are you, Ann," the staff person could have reassured the resident that she was Ann without highlighting the fact that she could not recognize her name. Second, missed opportunities for facilitation were observed when staff failed to probe or find out more about the resident when s/he mentioned something of value to him/her (e.g. family, hobbies, etc.). In Example 13, the resident mentioned her age with pride. The staff could have started a conversation about birthdays instead of ending the topic with "wow." This is a missed opportunity because the staff could have gotten to know more about the resident's life history. [Facilitation, Person-centered alternative] The third pattern that was observed with missed opportunities for facilitation involved tasks where residents had a passive role. Note the extended silence while the staff was fixing the resident's bed in Example 14. When the task is not cumbersome for the staff and when the resident's role in the task is passive (so as not to require much cognitive resources), asking the resident about her/his day or the activities s/he is interested in illustrates staff interest in the resident's life. [Facilitation, Omission] There were also three contexts in which missed opportunities for validation occurred. First, missed opportunities for validation occurred when staff failed to affirm a resident's feelings when s/he expressed signs of uncertainty, distress, or discomfort. The staff person in Example 15 was focused on task completion and did not acknowledge the resident's pain. 
Discussion
The goals of the study were to assess the extent to which staff-resident interactions during routine caregiving tasks were person-centered and to investigate the extent to which staff miss opportunities to use person-centered communication strategies. The patterns observed across staff-resident interactions in this study provide insights into the nature of social interaction in long-term care facilities. The majority of staff-resident interactions were task focused. This is to be expected given that the recordings occurred during routine caregiving tasks. Staff in this study were not trained in person-centered communication. However, over a third of all transcripts contained person-centered utterances, suggesting that person-centered communication is possible during routine care tasks. It is entirely likely that staff who are trained in person-centered communication are likely to increase the amount of person-centered utterances.
In order to understand how social interactions between staff and residents can be enhanced, this study examined the contexts in which missed opportunities for person-centered communication occurred. The majority of missed opportunities followed person-centered utterances. Within this category, the most common types of missed opportunities were omissions. These are interactions where staff could have used a person-centered utterance but instead focused on the immediate care task. This finding is important because the positive impact of the initial person-centered utterances was not sustained; that is, they were followed closely by missed opportunities. It is possible that once staff are trained to identify person-centered strategies they use currently, they may be more likely to sustain person-centered interactions.
Overall, the contexts in which missed opportunities were observed provide ecologically valid insights into the development of interventions designed to increase person-centered communication. Previous findings have reported that most staff-resident interactions were short, involving staff entering and quickly exiting a resident's room (Ekman et al., 1991) . Therefore, it is critical that staff acknowledge a resident by name when greeting and when saying good-bye. In particular, person-centered communication at the start of a conversation can establish rapport with residents and may avoid situations where residents resist care, as illustrated in Example 6 .
Performing care tasks does not need to be a one-directional endeavor. Routine care tasks are opportunities to negotiate by asking about preferences, such as the color or style of an article of clothing a resident might like to wear. It is also important to wait for a response when asking a question and to check to make sure that the resident heard the question. Furthermore, care tasks where the resident has a passive role are opportunities to facilitate conversations about the resident's life history. Combing a resident's hair, for example, does not strain a resident's physical and/or cognitive abilities. As such, the resident can take a more active role in maintaining a conversation. Knowing when to use facilitation requires that staff pay attention to the resident's behavioral and communicative expressions. Examples 12 and 13 illustrated that the missed opportunities for facilitation occurred when the staff failed to acknowledge the resident's confusion or when the resident shared parts of his/her life story. Such omissions by staff can be avoided with education and training on how to identify opportunities for person-centered communication. Similar to facilitation, the resident is often the source of contextual cues for validation. Opportunities for validation occur when a resident expresses feelings, both positive and negative. A person-centered response to such feelings involves affirming the resident's perspective. It is important to note that using one person-centered strategy may enable staff to use other person-centered strategies. For example, using facilitation to find out more about a resident could in turn help a staff member to use recognition more often. Staff can bring up what s/he has learned about a resident in future conversations.
Although the number of dyads in this study is relatively small, the conversations provide insight into the daily lives of residents as they interact with staff during morning and evening shifts. One of the major strengths of this study is that staff-resident interactions were recorded during care tasks, specifically getting residents ready for breakfast and ready for bed. 
